



The	United	Nations,	 in	 her	 67/81	Resolution	 on	Global	
health and foreign policy declared on December 12, 2012, 
urged governments of nations to accelerate efforts at 
ensuring universal healthcare for their citizens.[1]	Globally,	
an estimated 808 million people incurred catastrophic 
health spending in 2010,[2] and some countries, up to 11% 
suffer severe financial hardship, with 5% of the population 
forced into poverty as a result of paying for healthcare 
each year.[3]
In most countries in Africa, coverage through social health 
insurance	 (SHI)	 and	 other	 forms	 of	 insurance	 is	 low.[4] 
Out‑of‑pocket	(OOP)	payments	have,	therefore,	increased	in	
nearly all African countries from US$15 per capita in 1995 
to US$38 in 2014.[4] As a result, about 11 million people are 





to	determine	Nigerian	in‑patients’	willingness	to	pay	for	the	Vital	Contributor	SHI	Program.	Methodology: A cross-sectional analytical study 
conducted among 133 adult in-patients and care-givers of pediatric in-patients of a tertiary health facility in southwestern Nigeria, not under 
a health insurance cover, and recruited through a simple random sampling technique. Data were collected using an interviewer-administered 
questionnaire.	Willingness	to	Pay	was	assessed	using	the	double	contingent	valuation	by	the	Bidding	method.	Descriptive	and	inferential	statistical	
analysis	was	performed	using	the	IBM	SPSS	version	20	with	inference	made	at P > 0.05. Results: Findings showed a low awareness (42.1%) 
of	the	National	Health	Insurance	Scheme	(NHIS),	and	much	lower	awareness	of	the	Vital	Contributor	Insurance	Scheme,	(27.1%).	A	high	
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healthcare system.[5]	Indeed,	OOP	payments	contribute	90%	
to overall health expenditure in Nigeria.[5]
The	National	Health	Insurance	Scheme	(NHIS)	was	introduced	
to	provide	SHI	to	Nigerians	and	ensuring	UHC.[6]	The	NHIS	
programs are categorized under the Formal Sector, Informal 
Sector,	 and	Vulnerable	 Sector	 groups.	 However,	 NHIS	
membership is only mandatory for federal government workers, 
while state government workers are not legally bound.[7]
To scale up access to the scheme, a state-owned health 
insurance scheme was instituted.[8] As of 2019, only nine out 
of	 thirty‑six	states	 indicated	an	 interest	 in	 the	NHIS.	As	of	
2018,	the	percentage	coverage	of	the	NHIS	scheme	lies	<5%	
of the populace,[7] with coverage still limited to the federal 
government employees within the formal sector. According 
to	the	Nigerian	Demographic	Health	Survey	2018,	only	3%	
of men and women aged 15–49 years of age have any form of 
health insurance.[9] All these show that out-of-pocket payment 
is still very high in Nigeria.
The Vital contributor formerly called voluntary contributors 
social	health	insurance	program	(VCHIP)	was	developed	to	
expand the coverage of healthcare insurance among the formal 
and nonformal sector population in the country. This is a health 
insurance program taken up and paid for by willing individuals 
or at the discretion of employers on behalf of employees in an 
organization with <10 staff.[6] It was designed for those who 
are	not	actively	covered	by	any	of	the	NHIS	programs	in	the	
country	and	for	those	who	may	not	have	been	satisfied	with	




N15,000 ($41.7) only per person, payable once annually, or in 
installments.[6]	The	NHIS	covers	over	95%	of	disease	conditions	
that affect the Nigerian population.[7]	The	benefits	package	for	
the	NHIS	enrollees	is	similar	to	those	of	the	VCSHIP.	They	
include out-patient services, in-patient services, maternity 
care for up to four live births, emergencies, preventive care 
including immunization, consultation with specialists, eye 
examination and care, preventive dental care and pain relief 
as well as a range of prostheses.[6]	However,	 awareness	 of	
the	VCSHIP	has	been	 reported	 low	among	 informal	 sector	
employees. In Osun state of South Western Nigeria, of 387 
participants in a study, only 28.9% of participants knew about 
the scheme.[10]
In-patients were studied because it is believed they are in 
more	dire	need	of	financial	risk	protection	in	 the	form	of	a	
health insurance scheme when compared with out-patients.[11] 
In-patients pay for admission, feeding, drugs, investigations, 
and nursing care. These lead to incurring huge costs that could 
be catastrophic and some sell-off properties to cater for these 
costs.
This research is aimed to determine the willingness of 
in-patients at the Obafemi Awolowo University Teaching 




The study was a descriptive cross-sectional in design conducted 
among adult in-patients and care-givers of pediatric in-patients 
in the male and female medical and surgically related wards 
of	the	OAUTHC,	Ile‑Ife,	southwest,	Nigeria.	As	at	the	time	
of conducting the study, it was a 535-bedded tertiary hospital 
with an annual bed occupancy rate of over 90%.[12] The facility 





Only in-patients not registered under any health insurance 
program were recruited for the study. Furthermore, the 
availability of close relative care-givers for debilitated or 
moribund patients served as inclusion criteria for the study. 
However,	 in‑patients	 in	 intensive	care	units	and	psychiatric	
wards were excluded from the study.
A minimum sample size of 139 was determined using the 
Cochran’s formula for calculating single proportions with a 
prevalence of 90% given as the proportion of people not on the 
NHIS	in	Nigeria,[13]	at	95%	confidence	limit,	permitting	a	5%	
error margin and adjusting for a 10% nonresponse rate. The 
number of patients to be interviewed across the wards visited 
over the 2-week duration for data collection was determined 
proportionately to the number of beds per ward. On the wards, 
simple random sampling by balloting of the bed numbers 
was done to select the eligible respondents. For the wards 
that did not initially meet the proportion of respondents to be 
interviewed therein, repeated visits were done to look out for 
new admissions.
D a t a  c o l l e c t i o n  w a s  q u a n t i t a t i v e  u s i n g  a n 
interviewer-administered pretested semi-structured 
questionnaire, developed by the researchers. The questionnaire 
was translated to Yoruba and back-translated to English by a 
professional translator. A brief introductory explanation on 
health	insurance	with	a	focus	on	the	VCSHIP	was	presented	
to the respondents before asking about their willingness to 
register in the program.
The	Double	Contingent	Valuation	method	using	the	Bidding	
game was used to elicit information about their willingness to 
pay.[14]	The	start‑up	amount	was	the	current	₦15,000	($38.5)	
nationally	 determined	 as	 premium	 for	 the	VCSHIP.	Those	
who were willing to pay the amount were asked if they would 
pay double the amount and those who could not if they would 
pay half the amount. The maximum amount they would be 
willing to pay were then asked as an open-ended question. 
The	currency	exchange	rate	was	at	₦390	to	$1	(USD)	at	the	
time.	Their	knowledge	of	the	benefit	packages	in	the	NHIS	
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was	determined	guided	by	the	NHIS	Operational	Guidelines,	
which	are	almost	the	same	as	those	of	the	VCSHIP.[6]
Data collected were analyzed using the descriptive and 
inferential	 statistics	 of	 the	 IBM	SPSS	 Statistics	 version	
20.0	software	 (IBM	Corp.,	Armonk,	NY,	USA).	Frequency	
distribution and summarization of data were done for 
categorical and continuous variables, respectively. The 
outcome	variable	was	the	willingness	to	uptake	the	VCSHIP.	
Factors associated with respondents’ willingness to pay into 
the scheme or not was determined using the Chi-square test 
with	statistical	significance	inference	set	at P < 0.05.
Ethical approval
The	principles	of	Helsinki	were	observed.	The	respondents	
were assured that nonparticipation would in no way affect the 
management of their condition, and the academic purpose of 
the research was well explained to the patient. Respondents 
were interviewed after recruitment at their chosen convenient 
time when not under undue pain or stress. Ethical approval to 
conduct the study was obtained from the Ethics and Research 
Committee	of	the	OAUTHC,	Ile‑Ife.
Results
One hundred and thirty-three respondents completed 
the research tools for the study giving a response rate of 
95.7%. Their mean (standard deviation [SD]) age was 
44.79 ± 16.9 years with a minimum and maximum age of 
18 years and 92 years, respectively. Females were slightly 
more	than	the	males	with	a	male‑to‑female	ratio	of	1:1.08.	The	
minimum and maximum total monthly income earned by them 
was	nothing	earned	to	₦400,000	($1,025),	respectively,	with	a	
median	monthly	income	of	₦30,000	($76)	and	₦30,100	($77.2)	
interquartile range (IQR). The average number of people in 
the respondent’s households was 5 ± 2 SD.
A higher proportion of the respondents; 112 (84.2%) were in 
the working population. Most had secondary education, with 
only 12 (9.0%) with no formal education. In the distribution 
of the respondents recruited across all the medical and surgical 
wards, there were more respondents recruited in the adult 
surgical wards 59 (44.4%) compared to the adult medical 
wards, 39 (29.3%). While for the respondents who were 
care-givers of the pediatric patients, there were more in the 
pediatric medical wards 24 (18.0%). Thus, more respondents 
were diagnosed with surgically related illnesses 69 (51.9%). 
However,	quite	a	number	of	 the	 respondents	either	did	not	
know the diagnosis they were being managed for 35 (26.3%), 
or the one they proffered was not correct 60 (45.1%). Those 
who knew were more of the respondents 14 (36.8) being 
managed in the adult surgical wards [Table 1].
About three-quarters of the respondents had a job with only 
60%	of	them	being	satisfied	with	their	jobs	and	thus	the	income	
from it. More than half of the respondents, 75 (58.1%) earned 
about	₦30,000	($80)	or	less	per	month.	Only	48	(36.1%)	of	the	
respondents lived in owned apartments. A higher proportion 
of them had the well as their source of water supply and used 
the kerosene stove to cook, with about 11 (8.3%) of them 
still using (charcoal and wood). A higher proportion of them 
53 (39.8%) did not own a means of transportation [Table 2]. 
Almost all the respondents alluded to having electricity, television, 
radio,	and	electric	fan	in	their	homes.	However,	<20%	of	them	had	
a personal computer and an air conditioning system [Figure 1].
As at the time of interviewing respondents, the median duration 
in days of their being on hospital admission for that episode 
was 7 days and 12.5 days’ IQR with a minimum and maximum 
duration of 1–90 days. The median amount they had spent 
while	on	admission	was	₦50,000	($128)	±	₦70,000	($179.5)	
IQR with the minimum and maximum amount spent being 
₦5000	 ($12.8)	 and	₦2,000,000	 ($5,128).	 Getting	 to	 the	
hospital	to	obtain	care	was	the	first	choice	for	the	majority,	
110 (82.7%) of them, if ever faced with illnesses such as they 
were being managed for, even if they would have to borrow.























Distribution of patients across the wards
Adult medical wards 39 (29.3)




The patient could not proffer a diagnosis 35 (26.3)
Patient	proffered	a	diagnosis	that	did	not	tally 60 (45.1)
Patient	proffered	a	diagnosis	that	tallied 38 (28.6)
Distribution of patients knowledgeable about their 
diagnosis
Adult medical wards 11 (28.9)
Adult surgical wards 14 (36.8)
Pediatric	medical	wards 9 (23.7)
Pediatric	surgical	wards 4 (10.5)
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A higher proportion of them 70 (56.6%) were finding it 
difficult	to	procure	their	drugs	and	33	(24.8%)	of	them	were	
having challenges with paying their hospital bills at the time 
of conducting the study. Three (2.3%) of them had once lost a 
close relative for the inability to pay hospital bills. About half of 
the respondents, 66 (49.6) had sometimes resolved into taking 
herbal concoctions. When asked, only 7 (5.3%) of them said 
they could afford to spend about half or more of their income 
on their drugs and hospital bills while the majority of them; 
69 (51.9%) said they could afford little or nothing on these, 
as many activities in their lives will be affected. Feeding off 
their family, 50 (37.6%), as well as the inability to pay children 
school fees, 13 (9.8%), were a few of the activities that were 
opportunity cost to respondents’ paying their hospital bills and 
procuring their drugs [Table 3].
A higher proportion of the respondents, 97 (57.9%) were not 
aware	of	 the	National	Health	Insurance	program.	For	 those	
who knew, their main source of information were healthcare 
providers; 25 (44.6%) as well as their families and friends 
Table 2: Socioeconomic characteristics of respondents
Variables Frequency (%)
(n=133)




Currently working 100 (75.2)









Own apartment 48 (36.1)
Rented apartment 65 (48.9)
Family house 20 (15.0)
Type of toilet
Water system 98 (73.7)
Pit	latrine 32 (24.1)
Bush 3 (2.2)
Source of water supply
Pipe	borne/borehole 64 (48.1)
Well 69 (51.9)
















Low socioeconomic status 39 (50.6)








Visit a traditional doctor 1 (0.8)
Visit the religious center to pray 6 (4.5)
Stay back at home 3 (2.3)
Frequency of visiting the hospital to obtain care
Every time 31 (23.3)
Sometimes 58 (43.6)
Depends on the severity of illness 43 (32.3)
Ease of affordability of drugs
Difficult 70 (52.6)
Quite easy 63 (47.4)
Use of herbal concoction and frequency of use
Every time 5 (3.8)
Sometimes 66 (49.6)
Only when ill 24 (18.0)
Never use 38 (28.6)
Ever lost anyone for inability to pay hospital bills
Yes 3 (2.3)
No 130 (97.7)
Ever been unable to pay self-hospital bills
Yes 8 (6.0)
No 125 (94.0)




Any current challenge with paying for hospital bills
Yes 33 (24.8)
No 100 (75.2)
The proportion of income respondent can afford to 
spend on drugs and hospital bills
≥50% 7 (5.3)
<50% but >25% 11 (8.3)
≤25% 46 (34.5)
Little or nothing 69 (51.9)
Activities majorly affected when trying to pay 
hospital bills
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23	 (41.1%)	 and	 not	 the	 staff	 of	 the	Health	Maintenance	
Organizations	(HMOs).	The	reason	given	by	the	majority	of	
the respondents for their not being under a health insurance 
cover, was lack of access to adequate information about the 
health insurance programs; 79 (61.2%). Furthermore, almost 
three-quarters of the respondents; 97 (72.9%) had never heard 
about	 the	VCSHIP.	However,	 for	 those	who	knew,	most	of	
them, 30; (83.3%) knew correctly how much to pay for it. Only 
a few 6 (16.7%) knew the number of persons the amount paid 
covers for while only 22 (61.1%) knew how to pay for it, and 
very few of them were correct on this; 6 (27.3%) [Table 4].
A high proportion of the respondents, 109 (82%), had a good 
knowledge	of	the	NHIS	benefit	packages.	The	breakdown	of	
their	responses	to	their	knowledge	assessment	of	the	benefit	
packages is shown in Table 5. A higher proportion of the 
respondents were not aware that some eye care services, 
dental care, provision of Nigerian based prosthesis, and the 
symptomatic	 treatment	 of	HIV	patients	 are	 offered	 in	 the	
NHIS	 benefit	 packages.	A	 higher	 proportion	 of	 them	 also	
wrongly assumed that almost all the services not being offered 
currently	in	the	package	were	inclusive	of	the	NHIS	benefit	
packages [Table 5].
The respondents were then provided with information about 
the	VCSHIP,	 and	 thereafter,	 a	 high	 proportion	 of	 them	
90 (67.7%) were willing to register for it. For those who 
remained persistent and unwilling to register, the reasons given 
by	30	(69.8%)	were	not	having	sufficient	money	to	register	
for it, while others said they rarely fall ill; 27 (62.8%). Almost 
all those who were willing to register for it; 81 (90%) were 
willing	 to	pay	 the	current	₦15.000	($40)	payable	annually.	
Of those, who were willing to pay this amount, 17 (21.0%) of 
them were willing to pay double the amount if need be or if 
the government requires it as such.
For	those	who	were	willing	to	register	for	the	VCSHIP	but	not	
willing	to	pay	the	required	₦15,000	($40)	naira,	more	than	half	





































































Those who do not have
Those who  have
Figure 1: Distribution of respondent’s socio‑economic assets
Table 4: Awareness and knowledge of respondents 
about the National Health Insurance Scheme and Vital 






Family, friends and colleagues 23 (41.1)
Mass media 6 (10.7)
Health	care	provider 25 (44.6)
HMO	officer 2 (3.6)





Left former workplace 2 (28.6)
Got	older	than	18	years	of	age 2 (28.6)
Reason for not being on a health insurance cover
Not being a government worker 3 (2.3)
Inadequate funds 26 (20.2)
No access to adequate information about it 79 (61.2)
Do not fall ill often 14 (10.9)







Number of person amount covers for
One person 6 (16.7)
Four persons 24 (66.7)
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amount	they	were	willing	to	pay	was	₦5,000	($13)	[Table 6]. 
Thirty-four (41.0%) respondents would like to still pay annually 
as it is being done currently on the program, 42 (50.6%) opted 
for 2-installments (6 monthly) payments while the rest chose 
to pay quarterly.
Among those in the independent age group (working population), 
80	(71.4%)	were	willing	to	uptake	the	VCSHIP,	and	there	was	
a	significant	difference	when	this	was	compared	with	those	
willing to do the same in the dependent population (P	=	0.032).	
Having	some	form	of	formal	education	(P	=	0.002)	and	also	




compared to those who had not, and this was also statistically 
significant	(P	=	0.044)	[Table 7].
dIscussIon
The	 importance	of	health	 insurance	 in	financing	healthcare	
to	 achieve	UHC	cannot	 be	 overemphasized.	However,	 the	
NHIS	in	Nigeria	seems	not	to	have	achieved	its	set	objectives	
since its inception.[13] The awareness and uptake of the Vital 
Contributors	SHI	program	(VCSHIP),	which	focuses	both	on	




in-patients at a tertiary hospital in southwest Nigeria, who was 
at the time not covered under any health insurance program.
Description of the study population
Respondents in the surgically-related wards knew the 
diagnosis they were being managed for more than those in the 
medically-related wards. This may be because of the needed 
informed consent before surgical interventions are carried out. 
Nonetheless,	this	finding	highlights	the	importance	of	effective	
communication between the provider and the patients. This 
poor provider-patient communication was also found among 
discharged patients from a municipal teaching hospital in 
New York.[15] This should be improved in medical-related 
specialties.
Respondents’ median monthly income was far lesser than 
the median health expenditure amount they had spent while 
on admission. This means that the health expenditure for the 
respondents in this study was already >40% of the monthly 
income that defines catastrophic health spending. This 
suggests that a high proportion of the respondents were already 
experiencing catastrophic health spending with a number of 
them already having challenges with paying their hospital 
bills.	Hence,	their	need	to	be	under	health	insurance	coverage	
cannot be overemphasized.
Awareness of the National Health Insurance Scheme and 
VCSHIP programs
There	was	a	low	level	of	awareness	of	the	NHIS	and	much	
lower	 awareness	 of	 the	VCSHIP	 amongst	 the	 in‑patients	
studied. This was similar to the low level of awareness about 
health insurance found among artisans in Lagos,[16] while it was 
the	contrast	in	Kwa‑Zulu	Natal	in	South	Africa	where	>80%	
of the respondents were aware of their health insurance 
schemes.[17] The main source of the information was the health 
care providers in this study, followed by the media while the 




roles and responsibilities in the scheme.[18] As shown in this 
study, the healthcare providers have done better than all other 
stakeholders	in	creating	awareness	for	the	NHIS.	Nonetheless,	
Table 5: Knowledge of the benefit packages covered 








Outpatient care, including necessary 
consumables like gloves, etc.
47 (88.7) 6 (11.3)
Essential drugs for treating common 
illness
52 (98.1) 1 (1.9)
Majority of lab and radiological 
investigations
47 (88.7) 6 (11.3)
Maternal care for up to 4 live births 38 (71.7) 15 (28.3)
Preventive	care,	including	
immunization
35 (66.0) 18 (34.0)
Antenatal care, normal delivery, and 
postnatal care
32 (60.4) 21 (39.6)
Surgical care such as caesarean 
section and appendectomy
31 (58.5) 22 (41.5)
Hospital	consultation	fee	with	doctors	
and consultants
41 (77.4) 12 (22.6)
Hospital	admission	for	a	maximum	
period of 15 days/year
28 (52.8) 25 (47.2)
A range of Nigerian based prostheses 20 (37.7) 33 (62.3)
Eye examination, care and pain relief 
including consultation
22 (41.5) 31 (58.5)
Preventive	dental	care	and	pain	relief	
including consultation
17 (32.1) 36 (67.9)
Treatment	of	HIV	and	AIDS	patients	
with complaints
15 (28.3) 38 (71.7)
Periodic	(annual)	medical	check‑ups 27 (50.9) 26 (49.1)
Benefit	packages	not	offered
Family planning commodities 32 (60.4) 21 (39.6)
Treatment of all types of cancer 16 (30.2) 37 (69.8)
Organ transplant 9 (17.0) 44 (83.0)
Treatment of sport injuries 12 (22.6) 41 (77.4)
Treatment of occupational industrial 
injuries
15 (28.3) 38 (71.7)
Plastic	or	reconstructive	surgeries 13 (24.5) 40 (75.5)
Management of stroke beyond initial 
treatment
9 (17.0) 44 (83.0)
Chronic congenital defects 9 (17.0) 44 (83.0)
Chronic renal failure and renal 
dialysis
8 (15.1) 45 (84.9)
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individual determination, as evident in the willingness to pay 
by	interested	individuals	is	crucial	to	the	uptake	of	the	VCSHIP	
since it is yet to be made mandatory.
Willingness to pay for the VCSHIP
A high proportion of the respondents (67.7%) were willing 
to	 pay	 for	 the	VCSHIP	 program,	 and	 this	was	 similar	 to	
the	65%	who	were	willing	 to	do	 the	 same	 in	Berhan	 town	
of Ethiopia.[19] A much higher proportion of individuals in 
Nigerian households (97.3%) were willing to pay into the 
VCSHIP	 scheme	 according	 to	 the	findings	 of	 the	 national	
survey	 conducted	 by	 the	NHIS	 on	 it.[20] The difference in 
these	findings	may	be	 secondary	 to	 the	 difference	 in	 their	
study population-healthy population in their study versus 
the ill in-patients in ours. This high willingness to uptake the 
VCSHIP	is	encouraging	and	suggests	that	if	more	awareness	
creation	activities	about	the	VCSHIP	is	implemented	across	
the health facilities, and the country, the number of enrollees 
will greatly increase.
It is, however, disturbing that almost a third of the respondents 
were	not	willing	 to	participate	 in	 the	VCSHIP.	 Inadequate	
information	about	the	benefits	of	the	scheme	and	inadequate	
income were the major reasons that deterred them from 
participating	in	the	VCSHIP.	This	finding	is	similar	to	those	
of the market men and women studied in Ibadan, a city in 
the neighboring state to our study location where economic 
reasons topped the list of the concerns of those unwilling 
to participate in the scheme.[21] Unlike the respondents in 
southern Ethiopia whose reasons for not joining the scheme 
were its poor implementation and the presumption to always 
be in good health and not for economic reasons.[22] The 
economic reason given by our respondents is an indication 
that their failure to register into the scheme may have led them 
to	further	financial	impoverishment	and	poverty.	There	is	also	
the need for continuous provision of adequate information 
on	 the	VCSHIP	as	an	 increase	 in	 the	proportion	of	people	
willing to participate in it, implies more people with access 
to health services.
Lack of trust in the government was also a key factor that 
discouraged	 respondents	 from	up‑taking	 the	VCSHIP.	This	
finding	was	also	similar	to	that	of	the	study	conducted	among	
market men and women in Ibadan.[21] This is critical, and the 
government at various levels must address this challenge 
through increased transparency and accountability as regards 
the funds from the scheme. If being on the scheme does not 
guarantee the availability of drugs or treatment, then the people 
will never believe in it.
Knowledge	about	the	benefits	of	NHIS	was	generally	good.	It	




is a much better result compared to the high proportion of 
out-patients in a tertiary hospital with poor knowledge of the 
NHIS	in	Lagos	state.[23]
One of the conditions for which our respondents would participate 
in	the	VCSHIP	is	if	the	premium	is	left	at	₦15,000	($38.5)	per	
annum as an effort to increase this amount may jeopardize the 
uptake	of	the	VCSHIP	and	the	targeted	increased	coverage	of	
the	NHIS	schemes.	This	is	not	surprising	as	the	findings	from	
the	 survey	conducted	by	 the	NHIS	 regulating	body	 itself	 in	




Table 6: Willingness to uptake the Vital Contributor Program of the National Health Insurance Scheme (n=133)
Variables Frequency (%)
Yes No Total
Willingness	to	register	for	VCSHIP 90 (67.7) 43 (32.3) 133 (100.0)
Not willing to register (reasons)
Have	insufficient	money	to	register 30 (69.8) 13 (30.2) 43 (100.0)
Rarely fall ill 27 (62.8) 16 (37.2) 43 (100.0)
Preference	for	out	of	pocket	payment 12 (27.9) 31 (72.1) 43 (100.0)
Lack of trust in government programs 18 (41.9) 25 (58.2) 43 (100.0)
Lack of trust in the insurance organizations 3 (7.0) 40 (93.0) 43 (100.0)
Not worth it due to health worker strikes 9 (20.9) 34 (79.1) 43 (100.0)
Payment	in	advance	for	an	illness	is	a	taboo 17 (39.5) 26 (60.5) 43 (100.0)
The limited scope of services covered 6 (14.0) 37 (86.0) 43 (100.0)
The registration process is cumbersome 2 (4.7) 41 (95.3) 43 (100.0)
Amount respondents were willing to pay
₦15,000	(40	USD) 81 (90.0) 9 (10.0) 90 (100.0)
If	yes	to	₦15,000	(40	USD)
₦30,000	(80	USD) 17 (21.0) 64 (79.0) 81 (100.0)
If	no	to	₦15,000	(40	USD)
₦7500	(20	USD) 5 (55.6) 4 (44.4) 9 (100.0)
VCSHIP:	Vital	Contributor	Social	Health	Insurance	Program
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very	similar	to	those	from	our	study	and	the	findings	of	a	study	
conducted among uninsured household heads in Tanzania.[24] The 
resistance to an upward review of the premium may eventually 
become	a	threat	to	the	VCSHIP,	as	there	should	be	a	regular	
review of the actuarial costs of services being provided under 
the	VCSHIP	to	ensure	the	sustainability	of	the	scheme.	If	the	
current premium becomes unrealistic, it will surely affect the 
quality	of	the	services	provided	and	eventual	loss	of	confidence	
in the scheme.
Factors associated with the willingness to participate in 
and pay into the VCSHIP
Younger respondents in the working population, as well as 
those who are educated, were more willing to uptake the 
VCSHIP.	This	may	not	be	far‑fetched	as	those	in	the	working	
population may be able to afford the premiums better, and 
being educated makes it easier for them to access information 
regarding	the	VCSHIP	better.	Age	was	found	as	a	significant	
predictor of willingness to pay into a voluntary contributors 
Table 7: Factors associated with willingness to uptake the Vital Contributor Social Health Insurance Program
Variables Frquency (%) Statistical test (df), P
Willing Unwilling Total
Age (years)
18-64 80 (71.4) 32 (28.6) 112 (100.0) χ2=4.58	(1);	P=0.032
≥65 10 (47.6) 11 (52.4) 21 (100.0)
Sex
Male 44 (68.8) 20 (31.2) 64 (100.0) χ2=0.066	(1);	P=0.797
Female 46 (66.7) 23 (33.3) 69 (100.0)
Educational status
Some form of formal education 87 (71.9) 34 (28.1) 121 (100.0) P=0.002*
No formal education 3 (25.0) 9 (75.0) 12 (100.0)
Patients’	diagnosis
Medically related 47 (83.9) 17 (26.6) 64 (100.0) χ2=1.876	(1);	P=0.171
Surgically related 43 (56.6) 26 (37.7) 69 (100.0)
Number in respondents’ household
≤5 47 (66.2) 24 (33.8) 71 (100.0) χ2=0.071	(1);	P=0.790
>5 39 (68.4) 18 (31.6) 57 (100.0)
Median monthly income
≤₦30,000	(80	USD) 47 (62.7) 28 (37.3) 75 (100.0) χ2=1.290	(10);	P=0.258
>₦30,000	(80	USD) 39 (72.2) 15 (27.8) 54 (100.0)
Employment status
Currently have a job 69 (69.0) 31 (31.0) 100 (100.0) χ2=0.326	(1);	P=0.568
Have	no	job 21 (63.6) 12 (36.4) 33 (100.0)
Socioeconomic status
High 30 (76.9) 9 (23.1) 39 (100.0) χ2=0.253	(1);	P=0.615
Low 31 (81.6) 7 (18.4) 38 (100.0)
Ease of affordability of drugs
Difficult 48 (68.6) 22 (31.4) 70 (100.0) χ2=0.055	(1);	P=0.815
Easy 42 (66.7) 21 (33.3) 63 (100.0)
Ever been unable to pay hospital bills
Yes 8 (100.0) 0 8 (100.0) P=0.044*
No 82 (65.6) 43 (34.4) 125 (100.0)
Current challenge with hospital bills
Yes 25 (75.8) 8 (24.2) 33 (100.0) χ2=1.312	(1);	P=0.252
No 65 (65.0) 35 (35.0) 100 (100.0)
A	family	member	enrolled	on	NHIS
Yes 7 (100.0) 0 7 (100.0) P=0.096*
No 83 (65.9) 43 (34.1) 126 (100.0)
Awareness	about	the	VCSHIP
Yes 47 (83.9) 9 (16.1) 56 (100.0) χ2=11.117	(1);	P=0.001
No 43 (56.6) 33 (43.4) 76 (100.0)
Knowledge	of	the	NHIS	benefits
Good 21 (87.5) 3 (12.5) 24 (100.0) χ2=4.934	(1);	P=0.026
Poor 70 (64.2) 39 (35.8) 109 (100.0)
*Fishers	exact	test.	NHIS:	National	Health	Insurance	Scheme,	VCSHIP:	Vital	Contributor	Social	Health	Insurance	Program
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scheme among out-patients at a tertiary hospital in Lagos,[23] 
while education was found as the only predictor of willingness 
to pay among market men and women in Ibadan.[21]	However,	
another study conducted in a northern state in Nigeria 
found household income being directly proportional to their 
respondents’ willingness to pay for health insurance, while 
education was interestingly inversely proportional to it.[25]
The elderly in the dependent population in our study were 
not	as	willing	to	uptake	the	VCSHIP	despite	being	at	risk	of	
frequent hospitalization from the diseases of senility. This 
could	be	as	a	result	of	their	low	financial	power	at	this	age.	
The government, as well as the family of these elderly, should 
take	more	responsibility	in	providing	them	financial	protection	
against catastrophic health spending. This is, however, contrary 
to	the	findings	conducted	among	adult	patients	too	in	a	tertiary	
health facility in Lagos state, as they were more willing to 
register for health insurance.[23]
Respondents with an inability to pay for their health services 
were	also	more	interested	in	paying	into	the	VCSHIP	scheme	
compared	to	 those	who	were	having	fewer	difficulties	with	
their health expenditures. The health education provided 
should emphasize that health insurance helps to save for a 
rainy day. The ability to pay for health services today may not 
translate to the same at a later date. The ability to ever pay for 
healthcare may also not translate to the same ability for one’s 
kith	or	kin.	Hence,	the	importance	of	the	pooled	risk	effect	in	
the health insurance scheme. The health education activities 
should	emphasize	that	participating	in	the	VCSHIP	safeguards	
us from health risks even when we presume we seldom fall 
ill,	and	others	directly	benefit	from	the	pooled	contributions	
more than we do individually.
Awareness	 of	 the	VCSHIP	 program	 and	 knowledge	 of	
the	NHIS	 benefit	 packages	were	 significantly	 associated	
with	 respondents’	 willingness	 to	 pay	 into	 the	VCSHIP.	
A community-based study conducted in Osun state also 
found that their respondents’ willingness to pay into a health 
insurance	scheme	increased	significantly	with	an	increase	in	





stakeholders,	 the	HMOs,	 the	 health	 providers,	 family	 and	
friends, and the regulating agencies to be consistent and 
frequent with educational messages to sensitize and inform the 
populace	on	the	VCSHIP	scheme.	This,	we	believe,	will	help	
to increase the coverage of health insurance and the attainment 
of	UHC,	particularly	in	Nigeria.
conclusIon




proportion of respondents who were willing to pay into 
the	VCSHIP.	Young	 age,	 having	 some	 form	 of	 education	
and current inability to pay health bills were also factors 
significantly	associated	with	willingness	to	pay	for	the	VCSHIP	
by the in-patients studied. Inadequate income and information 
about the scheme as well as lack of trust in the scheme were 
a few of the reasons given by those unwilling to participate in 
the scheme. We recommend a qualitative exploratory study 
to explore in detail the reasons for both the willingness and 
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